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SUMMARY
　　Knowledge　of　women’s　health　and　morbidity　remains　incomplete．　lts　fragmentary　nature　can
be　explained　by　a　variety　of　factors．　Adopting　a　gender　or　feminist　perspective　in　research　on
women’刀@health　and　ilLhealth　is　suggested　as　a　possible　means　of　extending　knowledge　in　this
area．　The　health　paradox　is　considered，　various　of　the　models　proposed　to　explain　gender　dif－
ferences　in　health　and　morbidity　being　discussed．　The　importance　of　such　determinants　of
women’刀@health　as　their　life　conditions，　life　circumstances　and　the　courses　of　their　lifes　are
stressed，　factors　that　have　often　been　neglected　in　traditional　medical　research．　Examples　of
women’刀@subordinate　position　in　professional　life　and　in　health　care　contexts　are　cited．　Femi－
nist　practice　is　also　exemplified．
Introduction
　Women’s　subordination　at　a　community　and
work　life　level，　their　unpaid　work　and　their
reproductive　（biological）　work　are　all　crucial
determinants　ofwomen’s　health　and　well－being．
In　research　on　work　and　health，　work－related
factors　tend　to　be　seen　in　relation　to　paid　work，
whereas　work　done　at　home，　as　child　care，　as
household　work　or　as　care　of　the　elderly　tend
to　not　be　considered　as　work　at　all．　From　a　gen－
der　perspective，　it　is　very　import　to　include
women’刀@conditions　and　circumstances　of　life
in　research　and　practice　concerning　health　and
ill－health．
　The　aim　of　this　paper　is　to　examine　a　gen－
der　or　feminist　perspective　on　women’s　health
and　morbidity．　Various　models　proposed　to
explain　gender　differences　in　health　and　mor－
bidity　are　presented　and　such　determinants　of
women’刀@heal 　as　the　conditions　and　course
of　their　lives　are　referred　to．　Women’s　subor－
di ate　position　in　professional　life　and　in
ealth　care　contexts　is　discussed　and　examples
f femin st　p actice　are　gl’ven．
From　r search　on　sex　roles　to　gender　research
　　Since　the　1960s，　theoretical　developments　in
research　on　women　have　shifted　successively
from　research　focused　on　sex　roles，　via　equal－
ity　research　and　women　studies　to　feminist　or
gender res archi）．　ln　the　medical　field，　for
example，　t 　concept　feminist　research　tends
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to　be　used　mostly　by　nurses　and　psychologists，
the　term　hardly　ever　being　used　by　physicians，
as　a　search　in　Medline　indicated．
　A　gender　perspective　in　research　in　medi－
cine　and　public　health　involves　elucidating　the
relationships　between　women　and　men　in
terms　of　bodily，　social，　psychological　and
cultural　factors．　lt　has　been　found　important
in　such　research　to　distinguish　between　sex　in
biological　terms　and　sex　in　social　and　cultural
terms，　i．e．　gender．　Gender　or　feminist　research
includes　a　power　perspective　on　the　relation－
ships　and　dependencies　between　women　and
men．　These　tend　to　be　characterised　by　male
ascendancy，　male　supremacy，　and　a　male－ori－
ented　interpretive　bias．　Moreover，　feminist
perspectives　in　research　include　a　striving　for
an　increase　in　the　influence　of　women　and
the　promotion　of　a　somewhat　more　equitable
society．　ln　general，　women　studies　have　been
based　on　women’s　own　life　experiences　and
women’刀@knowledge　and　skills．　Research　has
been　directed　in　particular　at　women’s　situa－
tion，　i．e．　the　conditions　under　which　women
live．
　　Gender　or　feminist　research　in　the　medical
field　which　has　contributed　to　new　knowledge
is　evident　in　several　areas，　such　as　the　abuse
and　sexual　harassment　of　women，　the　repro－
ductive　health　and　the　doctor－patient　relations
and　pain，　substance　abuse，　eating　disorders
and　depression　in　women2）i3）．
　The　health　paradox：　the　longer　lifespan　but
greater　morbidity　of　women
　　The　health　paradox　is　the　term　used　to
describe　the　phenomenon　that　women　live
longer　than　men　（in　Sweden　a　5－year　greater
mean　life　expectancy）　but　have　higher　rates　of
health　problems　and　illness　than　men．
　　Women　consult　a　doctor　more　often　than
men　do．　This　can　be　at　least　partly　explained
by　morbidity　rates　being　higher　for　women．
Respiratory　tract　infections，　for　instance，　are
significantly　more　common　among　women
than　men，　due　to　child－to－adult　infection　in
the　home　and　at　day－care　centres．　Urogenital
infections　are　several　times　as　common　among
young　and　middle　aged　women　than　among
men．　We　have　found　that　women　and　men
with　throat　infections　have　the　same　frequency
of　streptococci　in　throat　specimens，　which
indicates　that　women　do　not　consult　a　physi－
cian for　slighter　symptoms　than　men　do4）．
Other　factors　of　significance　may　be　that
women are　more　aware　of　their　bodies　and
more　 oncerned　about　their　health　than　men
are． lt　may　also　be　that　for　men　avoiding
admissions　of　weakness　is　a　factor　contributing
to　their　seeking　medical　help　and　reporting
medical　problems　less　frequently　than　women
do．
　　Women　tend　to　report　complaints　and　symp－
toms　more　of en　than　men．　This　is　particularly
tru 　for　such problems　as　worry，　stress　and
anx ety．　Neck　and　shoulder　problems　tend　to
be more　common　among　women　than　menr’）．
Muscles　in　or　connected　to　the　neck　and
shoulde s　may p ssibly　be　more　vulnerable　in
women　tha i 　men，　though　the　gender－
relat d　differenc s　here　may　also　be　due　to　the
fact　t t　women　tend　to　have　more　monoto－
nous，　simple　and　sometimes　less　meaningful
job ．　ln　addition，　women　seem　often　to　have
Iess　control　of　their　work　situation．　Their
workload is　often　twofold　as　well，　involving
both　employment　and　domestic　duties．　lt　is
possible　that　employment　and　household　work
strain　the　same　muscle　groups．　Another　factor
may　be　th t　both　the　kitchen　and　the　home
generally　are　a　poor　workplace．
　　There　a 　clear　differences　between　differ－
ent　categorie 　of　women　in　the　problems
reported．　Positions　for　women　are　affected　by
socio－economic　factors，　age，　ethnicity，　sexual
orientation， etc．　ln　Sweden，　certain　groups　of
immigrant　women　are　particularly　susceptible
to　health　problems．
　Pharmaceutical　drug　consumption　is　greater
among　women　than　among　men　in　all　age
groups； this　is　particularly　true　of　psychotropic
drugs　and　pain killers．
　　I Sweden，　women　have　more　sick　leave
than　men．　Women　working　in　male－dominated
occupations　and　men　working　in　occupations
dominated　by　women　have　been　reported　to
manifest　increased　sicklisting．　Occupations
with　an　equal　sex　distribution　have　a　low　sick－
eave　incidence6）．
　Models　proposed　to　explain
differe ces
gend r－related
　　Genetic　and　biological　factors．　Traditionally，
m d cal　research　has　been　biologically
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oriented，　psychological，　social　and　cultural
factors　having　been　subordinated　to　genetic
and　biological　factors．
　　Due　to　their　more　complex　reproductive
processes，　women　are　at　greater　risk　than　men
for　certain　forms　of　ill－health．　Moreover，　in
European　culture　at　least，　events　associated
with　pregnancy，　menstruation，　and　the　cli－
macterium　have　tended　to　be　interpreted　as
morbid　manifestations．　ln　conjunction　with
comparisons　of　male　and　female　physiology　as
presented　in　textbooks，　purely　biological　phe－
nomena　in　the　woman，　such　as　menstruation，
are　described　in　negative　terms，　whilst　corre－
sponding　phenomena　in　the　man，　such　as
spermatogenesis，　are　described　in　positive
terms－that　is　to　say，　the　respective　biological
manifestations　have　been　interpreted　in　an
evaluative　manner7）．
　Behaviour　and　lifestyle．　ln　addition　to
possible　biological　causes，　behaviour　and
lifestyle－such　as　smoking　and　alcohol　use－
have　been　advanced　to　explain　differences
between　male　and　female　patterns　of　health　or
ill－health．
　　Socialisation．　Another　issue　of　great　impor－
tance　in　this　context　is　that　of　differences
between　girls　and　boys　in　identity　develop－
ment　and　in　socialisation．　The　socialisation　of
girls　is　characterised　by　a　relationship　orien－
tation．　The　upbringing　of　boys　is　characterised
by　a　greater　emphasis　on　achievement　and
independence．　Women　and　men　learn　that　the
recognition　and　use　of　gender　categorization
in　interaction　are　not　optional　but　manda－
tory8）．　When　people　were　asked　to　think　of
someone　they　knew　who　was　very　healthy，　the
majority　of　both　men　and　women　mentioned
a　man9）．　Women　are　expected　to　be　under－
standing　and　to　accept　weakness，　anxiety　and
depression；　characteristics　readily　described　as
symptoms　of　diseases，　whereas　hostility　and
anger　are　not　seen　as　symptoms．　Thus，　the
definition　of　what　is　a　medical　problem　can
itself　be　gendered．
　　Circumstances　and　course　of　life．　The　con－
ditions　and　circumstances　of　women’s　lives　are
characterised　by　their　having　a　subordinate
position　in　society，　in　school　and　in　profes－
sional　life，　as　compared　with　men．
　Reproductive　work－childbirth　and　breast－
feeding　work－constitutes　a　significant　deter－
minant　of　women’s　health．　Biological　work　is
a　term　proposed　for　use　here．　lt　is　work　which
can　only　be　carr ed　out　by　women．
　　Swedish　women　now　have　the　highest　fre－
quency　of　registered　gainfu1　employment　in
the　world　（about　8090）；　nearly　half　of　the
labou 　force s　female．　9090　of　the　women　with
children　7－16　years　of　age　work　today．　About
half　of　the　women　on　the　labor　market　work
fu11－time，　 he　others　working　part－time，　often
extended　part－ ime．　Unemployment　is　about
the　same　for　women　as　for　meniO）．
　 The　labour market　is　characterised　by　man－
ifest　sex　segregation，　both　horizontal　and
vertical．　An　analysis　of　gender　and　working
conditions　in　the　European　Union　has　been
summarized　by　the　European　Foundation　for
the　lmprovement　of　Living　and　Working　Con－
ditionsi’）．　ln　Sweden，　horizontal　segregation　is
evident，　7090　of　women　working　within　the
public　sector as　nurse’s　aides，　child－minders，
home－helpers　and　office　staff．　Men　often　work
in the　private　sector　with　manual，　technical
and　managerial　ta ks．　The　classification　of　the
pred minantly　female　occupations　is　signifi－
cantly　less　precise　than　the　classification　of
predominantly　male　occupations　isiO），　which
compl cates　the　analysis　of　occupationally
related morbidity．
　 There　 　also　a　strong　vertical　segregation．
Women　 ave　climbed　up　the　ladder　to　some
extent，　bu 　as　a　rule　men　have　a　larger　share
of　management　and　also　hold　other　high－paid
positionsiO）｝ii）．　Even　among　unskilled　workers，
women　tend　more　to　be　allocated　routine　tasks
a d　remain　 t　the　same　workplace．　ln　describ－
ing　their　stress　and　lack　of　control　at　their
work－p aces，　sick－listed　women　in　low－paidjobs
such　as　cleaning，　care　and　service　considered
their　pai 　work　to　be　important　and　necessary
but　at　the　same　time　unrewarding　and　unseeni2）．
They　had　developed　a　strong　sense　of　family
orientation，　diminishing　the　importance　of
paid work． Social　and　personal　recognition　was
sought　in　the　u paid　duties　at　home．
　Women’s　entry　into　the　labour　market　has
not　been　matched　by　men’s　entry　into　domestic
labour．　For　men　and　women　of　comparable　age
in　Sweden，　women　have　been　characterized　by
lo ger　wo king　hours．　This　has　been　attribut－
able　to　their　unpaid　work　at　home．　Men　had
more　time　for　personal　needs　and　leisure　time
than　women．　The　working　hours，　paid　and
unpaid， f 　women　and　men　reported　in　1991
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were　similariO）．　Women　spent　approximately
38　hours／week　at　household　work，　while　the
corresponding　time　for　men　was　20　hours／
week．　However，　these　findings　have　been
critizised　for　not　taking　account　of　the　burden
women　have　in　family　responsibilities．　Thus，
for　example，　women　always　or　mostly　have　the
responsibilities　of　planning　for　the　day－to－day
life　of　the　family，　keeping　children　neat　and
clean　and　having　contacts　with　school　and　day－
care，　such　responsibilities　also　being　attrib－
uted　to　women　by　their　husbandsi3）．
　　Unpaid　work　and　stress．　A　substantial　part
of　women’s　work　is　unpaid　household　work，
work　involving　responsibilities　for　others　and
work　of　a　relationship－oriented　character．
Women’s　work　at　home　is　associated　with
stress．　Frankenhauseri4）　found　the　most　strik－
ing　difference　between　women　and　men　in
stress　hormone　levels　to　be　shown　at　the　end
of　working　day．　Stress　hormones　and　blood
pressure　decreased　in　men　when　it　was　time
to　go　home　to　relax．　For　women　these　were
the　hours　that　were　the　most　stressfu1．
Lennoni5）　found　not　only　that　household　work
involved　a　high　degree　of　physical　effort，　as
well　as　frequent　interruptions　and　time　pres－
sure，　but　that　for　women　it　also　involved　more
autonomy　and　more　control　than　paid　work
did．　These　various　findings　indicate　the　impor－
tance　of　examining　unpaid　work　in　research
concerned　with　work－related　stress　and　health．
　　Sexual　harassment　and　male　abuse　of　women．
Currently，　we　are　limited　in　our　knowledge　of
the　consequences　of　sexualised　violence，　such
as　in　the　abuse　of　women　and　sexual　harass－
ment．　There　are　increasing　numbers　of　reports
suggesting　exposure　to　abuse　and　harassment
to　be　particularly　important　determinants　of
ill－health　in　women．　It　can　be　a　matter　of
fatigue，　headache，　stress，　chronic　pain，　depres－
sion，　sleeping　disorders，　or　disorders　of　the
reproductory　tract3）・ii）．　ln　cases　of　abuse　or
sexual　harassment，　women　have　a　manifest
tendency　to　assume　their　problems　to　be　their
own　fault．　The　“normalisation　process”　is　a
central　concept　in　the　area　of　feminist
research．　This　is　the　process　of　women　gradu－
ally　coming　to　consider　the　abuse　or　harass－
ment　to　which　they　have　been　exposed　as
being　normali6）．
Women’s　subordinate　position　in　health　care
　Lack　of　knowledge　of　women’s　health　and
ill－health．　Since　medical　research　has　generally
been　pursued　by　men　and　according　to　male
terms　of　reference，　there　is　a　lack　of　knowl－
edge　of　th 　health　and　illness　patterns　of
women．　How　women　physicians　are　affected　by
their　double　socialisation　as　women　and　as
physicians　has　been　discussed　in　various　con－
texts17）・五8）．　Unwitting　disrimination　and　nega－
tive　treatment　of　women　researchers　by　the
Medical　Research　Council　in　Sweden　have
been　described　in　a　paper　in　Nature］9）．　Thus，
there　a e　“№撃≠唐刀@ceili gs”　for　women　at　med－
ical　fa ulties，just　as　in　professional　life　all　over
the　world． This　often　stops　qualified　women
from advancing　to　higher　organisational　posi－
tio sii）．　At　universities，　women　take　on　greater
teaching　loads　and　do　less　research　than　men．
Hitherto，　in　evaluating　curriculum　vitae，
r search　experience　has　carried　greater　weight
than　 xperience　in　education．　ln　medical
facul i ，　women　have　been　characterised　as
having　more　limited　contact　networks，　both
formal　and　informal．　There　is　an　urgent　need
to　develop opportunities　for　women　physicians
and　nurses　to　devote　more　time　to　research
focused　on　the　improvement　of　health　care．
　　Women　patients’　subordination．　Gender　dif－
ferences　have　been　rendered　invisible．　The
male　has b en　the　norm．　Since　in　research
reports　results　have　often　been　presented　with－
t differentiation　between　the　sexes，　manifest
sex　differences　have　tended　to　be　masked．
R se rc 　has　often　been　performed　on　men，
and　the esults　have　subsequently　been
assumed　to　apply　 o　women　as　well．　Moreover，
gender　d fferences　that　have　been　shown　to
xist　have　often　been　left　without　further
analysis20）．
　　On　the　other　hand，　gender　differences　have
sometimes　been　exaggerated．　ln　a　historical
perspective，　psychological　problems　in　women
have　been　 xpla ned　in　terms　of　their　genitals．
Nowaday ， a　sexual　hormone－centered　view　of
women’刀@health　problems　has　been　obvious，
despite lack　of　evidence　of　an　association
between ormone　levels　and　well－being2i）．
Biological　differences　can　in　this　way　be
overemphazised．
　　Women’s　complaints　have　been　ridiculed．
Another　phenomenon　is　that　of　unwitting
（4）
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discrimination　or　gender　bias，　for　example
that　women　and　men　are　sometimes　treated
differently　for　the　same．　disease，　and　for　no
good　reasonL’O）．　For　instance，　women　suffer　car－
diovascular　disease　less　often　than　men，　and
certain　studies　in　the　US　have　suggested
women　with　cardiovascular　disease　to　receive
inferior　care22）・　23）．　Another　example　is　that
women　with　cardiac　disease　tend　to　be　inves－
tigated　less　thoroughly　than　men24）・　L’5）．　ln
Sweden，　drug　statistics　on　medication　costs　in
conjunction　with　hypertension　treatment　show
that　men　are　prescribed　more　modern　and
more　expensive　drugs　than　women．　Yet
another　example　of　possible　gender　bias
concerns　gastric　complaints．　Although　gastric
and　pyloric　ulcers　are　generally　considered　to
be　less　common　in　women　than　in　men，　a
gastroscopy　study　of　persons　with　or　without
complaints　of　the　upper　abdominal　tract
showed　ulcers，　or　scarring　due　to　ulcers，　to　be
as　common　in　women　as　in　men26）．　ln　view　of
this，　previous　data　suggesting　pyloric　ulcer　to
be　more　common　in　men　can　probably　be
explained　by　the　fact　that　women　do　not
undergo　investigation　by　x－ray　or　gastroscopy
to　the　same　extent　as　men．
　　Medicalisation　is　a　phenomenon　affecting
both　women　and　men，　such　as　in　cor巾．nction
with　preventive　measures．　Owing　to　women’s
subordinate　position，　they　are　particularly
prone　to　be　transformed　into　patients，　with
medical　surveillance　and　treatment　as　a　result
（for　example，　mammography，　use　of　oral　con－
traceptives，　and　the　diagnosis　of　“垂窒?ｍｅｎｓｔｒｕａ?
syndrome”　and　of　“oestrogen　deficiency”）．
Defining　menopause　as　a　hormone　deficiency
can　lead　to　the　medicalisation　of　otherwise
healthy　middle－aged　women，　influencing　views
and　opinions　regarding　them　and　their　treat－
ment．　ln　a　study　of　women　before　and　after
menopause，　the　effects　of　menopause　on　qual－
ity　of　life　and　self－rated　health　was　found　to
generally　be　of　minor　importance　or　of　no
importanceL’7）．　Physicians　tend　to　be　more
prone　to　give　women　patients　an　unclear　diag－
nosis，　or　to　assign　them　a　diagnosis　of　mental
disorder28）i　2CJ）．　Thus，　medicalisation　of　women
can　be　seen　as　a　threat　against　their　health．　For
the　purpose　of　promoting　health　in　both
women　and　men，　women’s　survival　knowledge
and　skills　concerning　relationship－oriented
work，　food　and　diet，　health　care　and　hygiene，
for　example，　need　to　be　strengthened，　applied
and　d veloped．
Feminist　p actice
　Accordin 　to　available　research　findings，
a 　well　as　my　own　experience　and　that　of
others　L’8）・　sgO）i3i）・　32）：　38），　gender－oriented　practice
for　wom n　patients　ought　to　be　characterised
by　such　features　as　the　following：
　一Regard　for　the　circumstances　and　the
　　cou se　of　a　woman’s　life，　where　manifesta－
　　tions　and　symptoms　may　be　normal　or
　　appropriate　responses　to　the　conditions　pre－
　　sent　in　a　woman’s　life；
　　一Mobilisation　of　women’s　resources；
　　一Pr viding　women　with　appropriate　knowl－
　　edge－note that　the　first　women　physicians
　　saw　this as　 eir　primary　task；
　　一Promotion　of　self－esteem，　self－confidence
　　and　self－image　in　women　through　respecting
　　women’s　experiences，　expectations　and　anx－
　letles；
　 一Encouragement　of　autonomy，　and　of
wo撃獅?ｎ’s　gwn　solutions；．
　　一An emphasis　on　coope’rative　endeavours－
　　both　the　physician　and　the　woman　being
　　 xperts，　althou h　in　different　areas；
　 一Taking　advantage　of　women’s　power，
　　strength　and　courage；
　　一Supportive　empowerment　ofwomen　in　the
　　f m ly，　the　workplace　and　the　community．
　　In　summary，　1　hope　that　gender　and　feminist
research in　the　area　of　medicine　and　public
health　will　become　a　natural　feature　of
research　and　not　an　isolated　trend，　and　that
th se　engaged　in　gender　research　will　continue
t 　contribut 　to　the　study　of　new　issues，　and　to
the　prese tat on　of　new　results　and　interpre－
tations　that　measure　up　to　high　demands　on
scientific　quality．
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